A 48-year-old man with a history of dilated cardiomyopathy was admitted because of acute decompensated heart failure. On day 4, the patient was transferred to the intensive care unit because of shock of unknown etiology. The patient complained of lower abdominal fullness, and the urine output was only 40 ml in the preceding 10 h. Suprapubic abdominal ultrasonography showed massive fluid accumulation (Fig. 1a, b) . With the impression of acute urine retention, urethral catheterization was performed without difficulty, but no urine drainage occurred. A urethral false passage was suspected, and Urology was consulted for cystoscopy. Before cystoscopy, the patient had an abdominal computed tomography that showed massive ascites and an empty bladder (Fig. 1c) . Heart failure-related massive ascites and prerenal acute kidney injury due to diuretic overdose over several days were diagnosed.
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Excluding post-renal acute kidney injury is the first of diagnosis in a patient with limited urine output and abdominal fullness. Although we performed ultrasonography on the patient, two factors led to misdiagnosis initially. First, an unskilled practitioner misinterpreted the ascites as a large bladder on ultrasonic imaging. Second, right-sided heart failure is a less common cause of massive ascites than cirrhosis in clinical practice.
In the present case, pelvic ascites mimicked urine in the bladder, and a urethral false passage was suspected because the Foley catheter balloon was outside the fluid. A full bladder is usually rectangular, thin-walled in configuration, and anechoic with the urine on a transverse scan [1] . In comparison, the border confining the ascites in this case was pear-shaped and hyperechoic. The hyperechoic reverberation in the fluid on ultrasonography was the empty bladder (Fig. 1a) . Ultrasonography of Morrison's pouch or the splenorenal recess for ascites detection is another technique for a differential diagnosis. Skillfully interpreted abdominal ultrasonography prevented unnecessary invasive procedures in the present case. 
